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INTRODUCTION 


What do we mean when we talk about ‘health’? 
In western cultures, it is often seen as the 
opposite of sickness. A person is healthy if he 
or she is not ill. Yet in many cultures, health 
means much more. in Hindu, health means 
being at peace with oneself, the community, 
God and the cosmos. In ancient China, rather 
than considering health as an absence of ill- 
ness, it was seen in positive terms. People 
used to pay their doctor only while they were 
healthy. If they became sick, they did not pay 
again until they were well. 


In Boga, Zaire, it was not until a child died of 
malnutrition that health workers began to ques- 
tion what was wrong with the health services. 
Until then, they had considered their primary 
health care programme to be very successful. 
When they began talking to local people about 
health, they realised that the western under- 
standing of health was failing to meet the health 
needs of the community. The child who died 
had died of ‘misery’. His mother knew that this 
could not be cured at the church hospital. 


_ This issue of Contactdecribes a new approach 
to improving community health based on the 
experience of Boga. There, people consider 
that health or ‘obusinge’ requires peaceful re- 
lationships with neighbours, the opportunity for 
their children to attend school, as well as an 
absence of ill-health. Once the community had 
defined for itself what would bring greater peace, 
well-being and health, they began to work for 
the changes they needed. 
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School children in Zaire 


COMMUNITY-DETERMINED HEALTH DEVELOPMENT 


THE EXPERIENCE OF BOGA 


Even some of the best primary health care programmes are failing to create better community 
health. For some years, the primary health care programme in Boga, north-west Zaire, has ensured 
that almost all the babies are immunized before their first birthday. However, this achievement has 
not prevented infants, many of whom have been fully immunized, from dying of malnutrition. 


An experiment in Community-Determined Health Development was therefore introduced in Boga, 
Zaire. The approach offers an opportunity to discover why primary health care programmes do not 
necessarily produce better health. It also shows how to begin the process of building a programme 
necessary for a healthier and more peaceful life. 


In Boga, the process started when the primary health care programme moved from the church 
hospital into the community. The initiative involved village members in defining what they meant by 


health and afterwards designing and running the health programme for themselves. 


Something was missing 


By 1987, the Rural Health Zone of Boga was 
able to boast infant immunization rates twice as 
high as the national average for Zaire. Seventy- 
three per cent of babies under 12 months were 
immunized compared with 30-40% for the coun- 
try as a whole. Measles was.a disease of the 
past. 


Health education was provided in both formal 
sessions and during home visits. Most mothers 
Knew about oral rehydration therapy and the 
importance of family planning to help space the 
births of children. 


For a population of less than 30,000, there were 
seven health centres each offering a full range of 
primary health care activities including maternal 
and child health care, the control of endemic 
diseases and health education. The midwives 
and nurses running the health services also 
provided maternity and basic curative care. 


But despite the achievements of the primary 
health care programme and the extent of the 
services available, many people were dying of 
diseases that should have been easily pre- 
vented. 


Malnutrition was still in obvious evidence. Par- 
ticularly disheartening for those running the pri- 
mary health care programme was the fact that 
some of the babies, who had benefited from the 
maternal and child health programme, would 
later die of malnutrition in a community where 
food is available in abundance. 


In early 1988, Kisembo, a three year-old child 
died of kwashiorkor, a severe form of malnutri- 
tion. It caused despair among the nurses re- 
sponsible for the primary health care programme 
in Boga because Kisembo’s mother had brought 
him to the pre-school clinic regularly every month. 
She had listened to all that had been said about 
health education and had made sure that 
Kisembo was fully immunized. The only time 


This article is adapted from a paper by Pat Nickson PhD, anurse living and working in Zaire, and a former consultant with the Christian 
Medical Commission. She is an honorary lecturer at the Liverpool School of Tropical Medicine, UK, and has recently become director 
of IPASC where she is part of a team training francophone health workers in the Community-Determined Health Development 


approach (see page 19). 
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Kisembo, the child who died of misery, 
with his parents 


she had missed bringing him to sessions was 
during her pregnancy with Kisembo’s younger 
brother. Sadly, soon after the birth of his younger 
brother, Kisembo began to lose weight and 
died a few months later. 


Two senior nurses decided that they must look 
more deeply into the reasons for Kisembo’s 
death. His death was like that of many other 
toddlers and it made them question whether 
the primary health programme was really meet- 
ing the needs of the community. It was true that 
careful promotion of immunization had been 
successful. But health education on child nutri- 
_tion seemed to have done nothing more than 

teach mothers how to repeat parrot-fashion 
the foods that their child should be eating. It did 
not protect children from becoming malnour- 
ished. Why was it that mothers could take 
advantage of the health education on immuni- 
zation but not on nutrition? 


The answer was certainly not that there was a 


lack of food. Boga was an agricultural commu- 
nity and there was plenty of land available. Nor 
did it necessarily seem to be the mothers with 
particular social problems who had lost chil- 
dren. Although some of the mothers whose 
children became malnourished were illiterate, 
two of the teachers at local schools had re- 
cently lost toddlers. 
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The only solution seemed to be to visit 


Kisembo’s mother to find out what happened to 
the child in the weeks before his final illness. At 
her home, the sad mother told the two nurses, 
Pat Nickson and Nyamgoma Karabole, that © 
Kisembo had been miserable day after day, 
and would cry about nothing. He had refused 
everything that was offered to him including 
food and affection. 


“Why didn’t you bring him to the hospital?” they 
asked. | 

“But he was not sick, he had lost his peace. 
Misery cannot be cured by foreign medicine. | 
took him to the traditional healer but he could 
not help either.” 4 


Kisembo’s mother was clearly very concerned 
abouther children’s health but when she needed 
help, she classified the child’s problems into — 
“white man’s” - those which should be treated 
at the hospital, and “black man’s” - those which 
should be treated by traditional medicine. 


A cure for misery 
This understanding of sickness was different 


- from that of anyone responsible for providing 


Boga’s health services. The hospital and health 
clinic philosophy of sickness and illness was 
simply the opposite of health. Since Kisembo’s 
mother defined his lack of health differently, it 
was also likely that she would consider differ- 
ent treatment necessary. At the hospital, she 
would have been offered treatment for malnu- 
triion when what she felt she needed for 
Kisembo was a cure for misery. 


This insight into community thinking and health 
was the subject of much discussion among 
health service colleagues. They were shocked 
to discover that they did not fully understand 
what local people understood by health. They 
felt that if they were not able to understand the 
local concept of health, they were never going 
to be able to help people in the local communi- 
ties to solve their health problems. Pat and 
Nyamgoma decided that they should begin to 
discuss with colleagues how to study what the 
community considered ‘health’ to be. 


Discovering ‘health’ 


The study started in 1988 in the Collectivity of 
Bahema Boga, a 1,800 sq km area within the 
Rural Health Zone of Boga. This Collectivity 
includes 15 villages, one of whichis Nyankunde 
where the 75-bed, church-run hospital serving 
the Zone is based. 


The Collectivity is administered by a chief who 
has considerable autonomy. He is responsible 
for the 10,000 people living in the Collectivity, 
a community which forms approximately one 
third of population of the Rural Health Zone of 
Boga. Asin many other rural areas of Zaire, the 
Zone and the hospital are administered on 
behalf of the Government by church-related 
groups. In Boga, itis the Anglican church which 
is responsible for the health programme. 


The health programme in the Collectivity is 
supported by other development activities. The 
Anglican church also works with the State on 
education and adult literacy programmes. Ra- 
dio broadcasts reach the villages and there are 
also women’s development, agriculture, vet- 
erinary and water programmes. The Chief of 
the Collectivity of Boga has a reform commit- 
tee aimed at re-examining traditions in the light 


of development issues. Subjects discussed 


have included ‘bride price’ and food taboos on 
women during pregnancy. 


The Nyankunde Hospital started the primary 
health care programme in the Collectivity of 
Boga more than ten years ago. In late 1982, 


Fertile land in Boga should be adequate to allow for d 
nutrition. ma ae 


each of the 15 villages established develop- 
ment committees. Soon afterwards, training 
programmes for village health workers and 
traditional. birth attendants began. Achieve- 
ments were impressive. By the late 1980s, 
there was one village health worker for every 
500 people and a traditional birth attendant for 
every village more than 10 km from the nearest | 
health centre. 


During this period, the primary health care 
programme was self-sufficient with the costs of 
salaries, supplies, pharmaceuticals and main- 
tenance covered by the programme’s income 
from charges and donations. The village health 
workers served on a voluntary basis but were 
able to make a small profit from the medicines 
they sold. However, since 1983, the costs of 
the village health worker’s salary have been 
paid in equal part by the Rural Health Zone, the 
Collectivity and the village served. 


There was no indication that a survey of the 
health of the people of the Collectivity of Bahema 
Boga had ever been made. In fact, it seemed 
that the health services had been started with- 
out any assessment of the particular social and 
cultural conditions which might play a part in 
the health of the community. Such considera- 
tions were clearly important but before these 
could be established, it was vital to find out 
more about the people’s understanding of 


‘health’ in the Collectivity of Boga. 


The health workers at the hospital in 
Nyankunde, one of the villages in the Collectivity 
of Bahema Boga, began to discuss the subject 
with village elders and the Chief of the 
Collectivity. It was soon decided that a health 
study team should be formed by the primary 
health care programme. It comprised the two 
senior nurses, the Chief, one of the village 
leaders, a community health worker and a 
secretary. This team would help define the 
concept of health and offer support to the 
villages as they worked through the commu- 
nity-determined health development process. 


Members of the health study team spent a 
considerable amount of time encouraging peo- 
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ple in the villages to express their ideas about 
health. They worked with groups of men drink- 
ing beer together under the shade of the trees, 
they joined church women’s groups at several 
of their meetings, they worked with students in 
senior school classes and with village develop- 
ment committees. 


Over a three-month period, members of the 
team found that although they were often famil- 
iar with traditional health practices and how 
people coped with illness, they had understood 
much less about what health andillness, handi- 
caps and disablement meant to the local peo- 
ple. 


Collectivity of 
Bahema Boga 


Map of Africa 


Map of Zaire showing 
Collectivity of Bahema Boga 


For example, they discovered that illness 
‘ugonjwa’ was only one of the many reasons 
why a person may not be healthy. Other rea- 
sons included misfortune, bereavement and 
the loss of property. It became important to 
separate the concepts of illness from the con- 
cepts of health and to concentrate on those of 
health. 


The team found that the community was famil- 
iar with western health care facilities but that 
these services were considered relevant only 
for some types of illness. The traditional sys- 
tems were still popular for many conditions in 
which a person considered he or she felt less 
than completely well. Treatments included 
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herbal therapies, spiritual healing and the use 
of ‘fetishes’, the spells of sorcerers. 


Following this general and rather informal dis- 
cussion in the villages, there was a general 
feeling among the members of the health study 
team that they now wanted to concentrate on 
the concept of health in a more structured way. 


They decided that asking direct questions on 
health would probably not produce the an- 
swers they wanted. It was likely that the village 
respondents would offer the answers that they 
felt the study team wanted rather than their real 
feelings about health and their health care 
needs. For this reason, a ‘code’ was developed 
and used to stimulate people to talk more 
freely. | | 


The code is the imaginary, but typical, story of 
a mother’s fight to save her child’s life. (See 
The Code: Tabu’s Story on page 6). It was 
written by student nurses training at the hospi- 
tal in Boga. In order to give them an idea of 
what was wanted, they listened to a reading of 
Rakku’s Story* which described how difficult it 
was for a poor rural family in India to get help 
from the hospital for their small son who was 
dying of dehydration. From their own field 


experience, the students then each wrote a 


story reflecting a similar experience in Zaire. 


The best story was selected, modified slightly 
by members of the class and then translated 
into Swahili, the area language, and Kihema, 
the tribal language. 


The response from the village 
development committees 


The health study team decided that they should 
put their enquiries to various village leaders 
rather than to the random gatherings of people 
that they had addressed in the early part of 
their study. 


* Zurbrigg S, (1984) Rakku' Story. George Joseph, 
Sidma Offset Press Ltd., Madras. 


A group of leaders from different villages within 
the Collectivity were asked to listen to Tabu’s 
story and to discuss what they felt were its 
implications. The code had an strong effect on 
them. They identified with the situations re- 
counted. Long and involved discussions often 
followed. They talked about the frustrations 
faced by Tabu and others like her in trying to 
cope with health problems in Boga. 


In the course of the discussions, the word 
‘obusinge’ was repeated frequently. ‘Obusinge’ 
is a Kihema word which means ‘health’ but it 
means much more than the western concept of 
health. | 


At first, the people of Boga were reluctant to try 
and translate the word. They said it was too 
precious to translate because it embodied their 
whole lives. But the community leaders in- 
volved in the discussions suggested that it may 
be easier to explain the concept and feeling of 
‘obusinge’ to outsiders by considering situa- 
tions in which the ‘obusinge’ was broken. For 
example, in Tabu’s story, when the family is 
faced with the difficulties involved in trying to 
find a cure for the child’s diarrhoea, then the 
‘obusinge’ is broken. However, this story re- 
lates to ill-heath and the concept does not 
relate only to sickness. If a cow has died or if a 
young man is behaving in a way which is 


Ahealth study team was formed to discuss the concept 
of health, obusinge, and later to define what obusinge 
meant in terms of the standard of living conditions, for 
the people of the Coliectivity of Bahema Boga. The team 
were later able to offer support to the villages as they 
worked through the steps of the community-determined 
health development process. 


disturbing to the neighbours, this will also break 
the ‘obusinge’. 


Later, they also described the concept con- 
tained in ‘obusinge’ to the health study team. It 
was a sense of health, well-being and peace, 
on the one hand, and a sense of hope and 
optimism on the other. The sense of hope 
came not only from God but also from the 
strength of family and community relation- 
ships. 


Now that the health study team was beginning 
to understand the local concept of health, how 
was health to be improved? In order to improve 
the chances of individuals and families achiev- 
ing ‘obusinge’, it was necessary to decide what 
some of the conditions of this health, peace 
and hope were. 


Discussions revealed that these conditions did 
not relate to the individual but to the family as 
aunit. twas the human relationships within the 
family and the community which created the 
sense of well-being associated with ‘obusinge’. 
For example, a person living alone could not 
achieve ‘obusinge’ even if he or she had wealth 
and health. On the other hand, an old person 
living in the comfort of his family could die in a 
state of ‘obusinge’. It was therefore decided 
that ‘obusinge’ should be defined in terms of 
conditions of family life. 


The definition of family ‘obusinge’ (See box on 
page 8) that was finally compiled for the 
Collectivity as a whole was based partly on the 
informal discussions and partly on the discus- 
sions with the selected village leaders, includ- 
ing the Chief and some of the village elders. 


Launching the study 


The exercise in defining what was necessary 
for a family to achieve ‘obusinge’ proved im- 
portant. Those village leaders involved in the 
process began to realise that communities 
could work out for themselves what was needed 
if their health was to improve. It made them 
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ean them ie he hase d ther 
pec ae stones 5 which would | | 


realise not only how important it was for com- 
munity members to be involved in decision- 
making about health and health care but also 
that communities had responsibilities for their 
own health. They also realised that the study 
team was open to trying to understand local 
concepts of health. 


The next stage was to take the community- 
determined health development process into 
the villages where communities would define 
their priorities and decide on plans of action. 
The health study team decided that it should be 
the village development committees which 
would become responsible for leading the think- 
ing and the action in the 15 villages. 


_ Traditional power structure 

_ There were several reasons for this. First, 
some of the village development committees 
included all members of the village. In this 
case, the committee would be both repre- 
~ sentative and able to take responsibility. In the 
case of village development committees made 
up of the village chief, elders, village health 
worker and so on, it was felt that the traditional 
power structure invested in these committees 
would contribute to the success of the pro- 
gramme. In the past, when development work- 
ers asked villages to create new committees or 
groups for their programmes, efforts often 
failed. The structures which already existed in 
the villages were likely to be stronger and 
better understood by the communities than 
any new committee or group that could be set 
up for the purpose. 


It was also considered important that those 
involved in the activities were part of both the 
tribal and administrative structure of the 
Collectivity of Bahema Boga. The chiefdom 
was headed by the Chief of the Collectivity. He 
represented the village chiefs and their devel- 
opment committees in administrative matters 
outside the Collectivity. He was considered to 
_ be the main agent for.community development 
and the traditional leaders are part of tribal 
structure. 


Village community 
leaders and commit- 
tee members dis- 
cuss health issues. 


Although the village development committees 
represented tribal authority, this did not mean 
that they did not reflect the views of their 
villagers in decision-making. When committee 
members showed themselves to be unreliable 
and ineffective, they were criticized. The vil- — 
lage leaders were watched especially care- 
fully. During the course of the study, two village 
leaders were voted out by their communities 
and replacements elected. 


In fact, the process gave leaders and members 
of the village development committees a greater 
role in their communities. The process also 
showed up who was a good committee mem- 
ber and who was not. Villagers knew that the 
more active their committee, the greater the 
effect of the programme on the quality of their 
lives. This created new incentive to be a com- 
mittee member and new authority and respon- 
sibility for those already selected. 


The process of community-determined health - 
development involved six steps. They were: 


1. Defining health 
2. Surveying health needs 
3. Selecting achievable goals 
4. Establishing strategies by which the 
goals would be met 
5. Working towards achieving their goals 
6. Regular evaluation. 
re 


What does a family need to have “obusinge” 


gic 
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Peace within the family and between the 
family and its neighbours. 


Two to six children with at least two years 
between each birth. 


Both parents alive and free from serious 
chronic disease or disability. They must 
be living together and capable of caring 
for their dependant children. 


Education to primary level for all children 
and an opportunity for some of the chil- 
dren to continue to secondary level. 


Capabilities in domestic finances, learn- 
ing and health care. 


Drawing: Michel Paysant 


Half a hectare of land (625 square me- 
tres) to cultivate for each family member. 


Two or more cooked meals each day 
consisting of at least one staple food and 
one or more other foods. 


An adequate standard of hygiene involv- 
ing use of a covered, deep pit latrine, 
control of vegetation in the compound, 
an outside kitchen and maintenance of 
the house. 


Easy access to water, within 200 metres 
of the home. 


- Affordable, health care within reach of 


the village. 


1. Defining health © 


Each village development committee discussed 
the 10 conditions for health or ‘obusinge’ (see 
page 8) and considered whether any of them 
should be adapted to meet their own under- 
standing of the concept. For example, rather 
than accepting that only some children would 
have the opportunity to continue to secondary 
level education, one of the villages felt that their 
concept of ‘obusinge’ included the condition 
that a large proportion of their children would 
attend secondary school. The village was pros- 
perous and many people felt it was because of 
the high level of education among the adults. 
Some villages were poorer and felt the need to 
adapt their standards accordingly. 


Defining the village standard for health was an 
important stage in the process of community- 
determined health development. It created a 
commitment among those involved. Some vil- 
lages produced flags and banners to represent 
the standards its community was setting. As a 
result, the definition became an ideal. Families 
could see for themselves where they were 
achieving the ideal and where the conditions in 
which they were living were falling below the 
standard. 


2. Surveying health needs 


In every village, members of the village devel- 
opment committees visited every family. They 
asked the families how far they agreed with the 
village definition of health. Where necessary, 
they considered changes to the definition. 


They also checked how the actual conditions in 
which the family was living compared with 
those of the village ideal. Where the conditions 
in which families were living did not reach the 
Standard, the reasons why these problems 
existed were discussed and written into the 
Survey report. In some instances, the study 
team was asked to join the survey team to help 
to establish whether a particular latrine, for 
example, met the standard or not, and how 
improvements could be made. 


Perhaps the most important result of this pro- 
cess was that it took the village committee 
members into homes that they might never 
otherwise have visited. Committee members - 
were often wealthier than the average villager 
and were shocked to see how some of the 
families were living. In some cases, it was the 
lack of latrines and the distance from a source 
of water that was the problem. However, in 
Kanisa, village members were particularly up- 
set to find an elderly widow living in a house 
that was falling down. They immediately made 
plans to help improve her situation. | 


3. Selecting achievable goals 


The committee members had a huge amount 
of information once they had completed the 
survey. They could have felt overwhelmed by 
how much needed to be done, especially given 
the fact that their committees had very little 
funds to spend on development. However, 
they were encouraged by the health study 
team to select their ‘priorities’. This helped to 
focus thinking on making plans for activity. 


The priorities selected were not ranked in order — 
of importance nor were they necessarily the 
- mosturgentneeds of the villages. Those activi- 
ties taken as priorities were chosen because 
they were necessary for improving health and 
were considered by the village development 
committee to be achievable. By having se- 


Each village adapted the Collectivity’s definition of obusinge in 
order to create its own. This set the village’s own standards for 
health. Once decided, some village committees represented the 
new Ideais In a banner. 
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Defining health 


Community-defined health needs 


_ Surveying health needs 


Measuring the gap between the 
defined needs and actual conditions 


Selecting achievable goals 


Establishing strategies 
by which the goals would be met 


Working towards 
achieving the goals 


Regular evaluation 


Steps in the Community-Determined Health Development process 


lected these specific goals, the committees 
would have a basis for planning community 
activity. As various tasks on the agenda were 
achieved, new ones were chosen and added to 
the list. 


The tasks and projects that were chosen often 
bore little relation to the difference between the 
standards set by the village and the actual 
situations. For example, in the village Kasingo, 
people took their water from a highly contami- 
nated river and fewer of the children were able 
to attend school than in many other villages. It 
therefore might have been expected that these 
two shortcomings of the family life in the village 
might have been chosen as priorities. How- 
ever, the people of the village were adamant 
that their priority was for a road between the 
village and Boga centre, 40 km away. At that 
time, the only access to a road was up a steep 
and rugged path which was unusable during 
heavy rain. The villagers wanted a road be- 


Cause poor communications were limiting their 
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commercial opportunities and their access to 
Boga’s health and educational facilities. 


“While accepting that the villagers wanted a 


road rather than improvements in the quality of 
the water supply, the village development com- 
mittee recommended that the villagers should 
select someone to be trained as a new village 
midwife as a priority. The previous midwife, a 
trained traditional birth attendant, had moved 
away after the death of her husband. After that 
was agreed, members of the village committee 
tried to get the villagers to agree to other 
priorities but they responded: “Not until we 
have a road”. 


The priorities selected in Kanisa village were 
also somewhat surprising. Although almost 
half the population of the village had a pro- 
tected source of tapped and filtered water 
within five metres of their home, improving the 
supply of protected water was chosen as one 
of the village’s priorities. The reason why Kanisa 


could afford to choose more filtered taps was 
because it was a relatively wealthy village. It 
was Close to the main road and the hospital and 
had good radio communications. Twelve per 
cent of the households had pressure lamps or 
solar panels to provide them with electricity. 


But there were other reasons why the priorities 
selected did not match the health needs de- 
fined by the survey. Some committees had not 
previously been very active and therefore de- 
cided to choose priorities in areas in which they 
were already familiar. Others chose as priori- 
ties the areas which had been the subject of 
health education over many years. For exam- 
ple, one village chose family planning even 
though other needs were probably greater. 


Finally, there were the priorities chosen by 
members of the village development commit- 
tees in reaction to the embarrassment they felt 
about deprivation they had seen. In one case, 
the committee decided that all families should 
build latrines as soon as possible even though 
other problems might have been considered 
more critical. 


individual and family needs 

As part of the survey made in each of the 15 
villages, the development committee also had 
to look out for cases of special need. In most 
cases, the committee members were able to 
pick out those individuals who needed medical 
care and referred them to the health centre or 
hospital. They also made a note of single- 
parent families. In one case, the committee 
meta single mother who had two children, both 
of whom were suffering from kwashiorkor. A 
commitment was made there and then to help 
her with various aspects of life, including help 
with fetching water. Sometimes, these indi- 
vidual cases were made priorities for the vil- 
lage. In others, it was considered more appro- 
priately to deal with the problems privately so 
as not to embarrass those involved. 


One such case was in Kinyanjojo. Committee 
members had discovered a family who had 
recently moved into the area and who did not 
seem to be coping well. They asked the village 
health worker to visit the family and she found 


The ihariote of Kanisa built a house for an elderly widow. The 
shag development committee had become aware of the poor 


conditions In which she lived during their visit to her home as part 
of the health survey. 


that all three small children were malnour- 


ished. Unfortunately, the parents believed that 
having taken their family into a new tribal 
group, the infants were at risk from the “evil 
eye”. This meant that the mother was not 
bringing the children to the health centre. The 
health worker responded sensitively. She ar- 
ranged for the children to be weighed and 
immunized at home. Within a few months, the 
mother was attending the village clinic regu- 
larly along with all the other mothers. 


Shared goals 
A few of the priorities affected more than one - 
village. The best example of this was the fact 
that both Kasingo and Mugwanga wanted a 
road to link their villages to the commercial 
centre. The road would run down the escarp- 
mentof the Rift Valley from Kasingo and through 
the village of Mugwanga. It would be 40 km in 
length and Mugwanga would be approximately 
half-way along it. Before the road reached the 
commercial centre it would also pass through 
Badundu and the cooperation of the villagers 
there was therefore vital. 


However, road-building was not a priority for 
Badundu because it already had good commu- 
nications. At first, the Badundu village develop- 
ment committee was unwilling to help. Fortu- 
nately, the situation was resolved when the 
Chief insisted that Badundu collaborated in the 
road project. 
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4. Establishing strategies by which the 
goals would be met 


Having established their health priorities, the 
village development committees were respon- 
sible for planning strategies and organising 
community work. Each committee tackled the 
problems in very different ways. 


Overcoming malnutrition in Malaya 
Malaya took malnutrition in childhood as a 
main priority. One quarter of the under-fives 
were suffering from some level of malnutrition, 
and in most cases, this was associated with 
families where the mother was illiterate. The 
committee felt that the health and the nutri- 
tional status of a family depended upon the 
mother having had at least basic education. 
They therefore decided that they must have a 
village school to ensure that all girls received at 
least primary school education. 


The following were the arguments that led 
them to this conclusion. The village is a seven 
kilometre walk away from the nearest primary 
school. This is too far for smaller children to 
walk. As a result, children do not start school 
until they are nine or ten years old. Their first 
task is to learn Swahili because most children 
speak only Kihema. This means that they usu- 
~ ally have to repeat the first grade. By 12 years, 
the children are ready to start the second year 
but by that time many Zairian girls have be- 
come young ladies. They do not want to be in 
a class with small children from the nearby 
villages. 


A deep pit latrine with a 
cover built for shelter: one 
of the conditions for 
obusinge in Boga. 
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Thus, the village development committee 
agreed that a village school should be started. 
To pay for it, they decided that a forest area of 
about five acres should be cleared and planted 
with coffee. Coffee was chosen because its 


export price was reasonably reliable. The in- 


come from the small plantation would be used 
to pay the salaries of three teachers. At the. 


_ same time, three mud-and-wattle schoolrooms 


were to be built in the village. 


The cash problem was not solved immediately 
because the coffee plants would take two years 
to grow before the first harvest. In the mean- 
time, the village had to find the cash to bridge 
the gap. They approached the Collectivity au- 
thorities, who were so impressed by the vil- 
lage’s effort, that a Collectivity loan fund was 
established and Malaya was the first to benefit. 


Two years later, all boys and girls of primary 


school age were attending school. 


Improving cultivation in Kinyanjojo 

The committee of Kinyanjojo decided to im- 
prove village cultivation. Twelve families were 
chosen to work collectively on local land and 
no-one was allowed to leave the village for paid 
employment until they had completed their 
share of the work. Each man was expected to 
take his turn on the night rota to prevent van- 
dalism, theft or damage caused by monkeys. 
This initiative seemed radical but worked well 
because there was a great deal of commitment 
and enthusiasm for it. 


Growing vegetables in Kyabwohe 

The committee of Kyabwohe, a cattle rearing 
village on the plains, insisted that each mem- 
ber of the community should have a piece of 
land for the cultivation of vegetables. Cattle 
herders often neglect cultivation and the family 
diet therefore suffers from a lack of vegetables. 
However, once the priority was set, most fami- 
lies started planting groundnuts and soya 
beans. 


Anti-AIDS campaign in Badundu 

The strategy chosen to reduce the risk of AIDS 
by the committee of Badundu reflected the 
confidence of the committee in its own author- 


ity. The members introduced a total ban on the 
public sale of alcohol within the village. Con- 
cerned that part of the risk was from the coffee 
traders who spent the night in the village with 
local girls after heavy drinking bouts, they 
decided that a ban on the sale of alcohol would 
dissuade the traders from staying after selling 
their coffee. The committee also planned a 
series of educational meetings for community 
members. 


Creating peace 

Three villages - Badundu, Buhurani and Kanisa 
- addressed peace as a separate priority. The 
committee of Buhurani was concerned about 


Almostall the children in the 15 villages of Bahema Boga have been 
immunized by their first birthday. 


the drinking and anti-social behaviour of some 
of the young people. Because youths consider 
themselves ‘educated’ having had several years 
of school attendance, they are sometimes re- 
luctant to help in the fields but are unable to find 
what they consider to be other suitable em- 
ployment. The committee decided that all those 
young people over the age of 18 years who 
were not in full-time education should build 
their own homes regardless of whether they 
were married. This initiative proved difficult to 
enforce. 


Rather than blaming the youths in its own 
village, Kanisa blamed. those from other vil- 
lages for the public disorder. Kanisa has a 
cosmopolitan population and the advantage to 
the committee of having members from many 
tribes was demonstrated when each tribe of- 
fered alternative ways of dealing with public 
order. Eventually a mix of suitable suggestions 
was adopted. This involved the community 


being made responsible for informing the vil- 
lage leader of anyone behaving badly. A drum 
was used to summon help from community 
members when a disorder arose. 


5. Working towards achieving their goals 


Some village development committees found 
it difficult to motivate their communities. It might 
be suggested that this was only to be expected 
given the fact that the committees were often 
deciding on priorities and strategies on behalf 
of the community and then assuming that 
community members would offer their full com- 
mitment. There are several reasons, however, 
why the village leader and his committee are 
likely to have a’positive response from those 
they represent. 


As mentioned earlier, leaders within the com- 
munity are traditionally respected. A lack of 
respect for the leadership tends to reflect the 
failure of the leader, who can be replaced 
relatively easily. Also, clan or peer pressure to 
conform can be persuasive. If either a member — 
of the committee or of the community is consid- 
ered to be out of line, he or she will be subjected 
to the criticisms of others. 


In most cases, the community did accept many 
of the recommendations made to them by the 
committee. For example, the ban on public 
sales of alcohol was enforced in Badundu, 
families joined the group cultivation scheme in 
Kinyanjojo and members of the community in 
Malaya helped to plant coffee or to build the 
school. 


6. Regular evaluation 


During the development process, the village 
development committees were encouraged to 
meet regularly to discuss progress and revise 
their plans. Their priorities and activities 
changed as the programme evolved, often in — 
response to a growing and changing under- 
standing in the concept of health. 
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The committees said that they found that they 
made more progress when they met regularly. 
However, some had difficulties maintaining a 
high level of motivation. One village asked 
whether a member of the health study team 
would be willing to attend their village develop- 
ment committee meetings. Although the com- 
mittee had decided on what they wanted to do, 
progress had been slow. Committee members 
had found that they had lost some of their initial 
enthusiasm and direction. Once one of the 
health study team started attending, things 
began to improve. The nurses or community 
health worker was either able to offer technical 
advice or to refer them to experts on more 
complex subjects. In 
this way, the commit- 
tee solved some of 
the problems and be- 
gan planning new ac- 


tivity. 


The Chief has held 
development meet- 
ings every week since 
the programme be- 
gan. To these he in- 
vites the elected lead- 
ers of the villages of 
the Collectivity. (ap- 
proximately 120 peo- 
ple in all) and experts 


various social and 
economic sectors, 
such as the headmaster, medical director, the 
water engineer and so on. The meetings are 
also open to those responsible for non-govern- 
mental schools, health programmes and de- 
velopment projects and to representatives from 
the churches in the Collectivity of Bahema 
Boga. This gathering is referred to as the 
Collectivity Action Group and provides an op- 
portunity for further evaluation. Those who 
attend the meetings are expected to represent 
the needs and concerns of their respective 
sili as well as to relay information back to 
them. 


The progress of each village is discussed at 
these weekly meetings of the Collectivity Ac- 
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Some villages worked together on the cultivation of crops and vegeta- 


and leaders of the _ bles. The produce was either sold to help fund community projects or 
used to improve the diet of the village community. 


tion Group. Village leaders are encouraged to 
ask questions about their problems. The ex- 
perts and senior members of the community 
taking part in the meetings can often offer 
solutions. 


In 1990, a year after the programme started, 
the Collectivity Action Group started an annual 
census. The new information to be collected 
was built into parts of the original survey. This 
provided each committee with another oppor- 
tunity to assess its progress and to make the 
necessary plans for future changes. During 
discussions to plan the census, there was a 
review of the definition of health. This time, 
rather than using a 
code to prompt dis-. 
cussion, case studies 
from the village were 
considered. 


A further opportunity 
for evaluation were 
the two seminars held 
in the Collectivity on 
behalf of the village. 
development commit- 
tees. In one of them, 
members of the health 
study team presented 
some of the priorities 
selected by the differ- 
ent villages and de- 
scribed how goals 
were being achieved. 
The second seminar, organised by the Chief, 
gave experts and leaders in various sectors 
the opportunity to address specific develop- 
ment issues. During this two-day meeting, the 
Collectivity adopted the Community-Deter- 
mined Health Development process as a tool 
for defining Collectivity priorities in the three- 
year health and development plan. 


The Chief selected the three most commonly 
chosen priorities for his Plan of Action. These 
included group cultivation, the protection of 
water sources and education in the villages for 
small children. Any village with these priorities 
had dispensation from some of the other 
‘solongo’ or community work sessions so that 


they could work on their priorities. By choosing 
these three priorities for the Collectivity as a 
whole, the Chief might have damaged the 
central idea of community determination. How- 
ever, the effect was positive and his support 
has been crucial to the whole development 
process. | 


What can we learn from the Boga - 
experience? 


The experience of community-determined 
health development in.Boga illustrates how the 
people in 15 villages can begin to change from 
being receivers of health care into being health 
promoters for their own communities. During 
the process both the villagers and the health 
_ workers in the health study team began to 


change the image they had of themselves. - 


Health workers began to see themselves less 
as ‘Great Ones’, or even ‘Helpers’, and be- 
came ‘Collaborators’ incommunity efforts. (See 
illustration below). 


At the same time, community members began 
to see themselves as both responsible and 
capable of improving the conditions needed for 
healthy living. Defining their own standards for 
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Three types of approach to health care - 


Helping others learn to 
care for themselves 


encourages independence, 
self-reliance and equality. 


health and identifying health needs was shown 
to be an empowering and motivating process. 


Nevertheless, there were problems. There were 
delays caused by lack of funds to start a 
project, and delays due to the slowness of 
community members in making community 
donations of sand and stones. | 


One of the biggest difficulties was to ensure 
that every member of the community played a 
full part in the communal activities. In villages 
where a large proportion of the adults had 
professional jobs, labouring work or other forms 
of paid employment outside the village, this 
was particularly difficult. In Kanisa, for exam- 
ple, the selected priorities required consider- 
able communal building work. However, most 
of the families were farming and often fully 
occupied, especially at particular times of the 
year. Thirty-five per cent of the adult, non- 
student population had jobs other than farming 
away from the village, and half the women 
were housewives with very little spare time. 


Another problem was the lack of expertise 
among the villagers themselves. The achieve- 
ment of some priorities depended on technical 
help from experts such as water engineers, 
agriculturists, veterinary assistants and health 
personnel. This was sometimes difficult to ar- 


The community 


"making and leadership 
from within the community. 


Drawing: Setting up community health programmes, 1992 


15 


range. For example, ten villages wanted help 
from the water technician who was responsible 
for covering a much larger area than the 
Collectivity. When several communities were 
Calling on his services at the same time, there 
were inevitably delays. 


At the start of the programme, the opportuni- 
ties for village development committees to take 
advantage of the expertise available to the 
villages were often missed. At the same time, 
villages were sometimes duplicating each oth- 
ers’ efforts. It was for this reason that the Chief 
made the meetings of the Collectivity Action 
Group, every Saturday morning, an opportu- 
nity for members of village development com- 
mittees to make contact with experts they 
needed. Collectivity Action Group meetings 
were also attended by the health workers from 
the health study team. The nurses and com- 
munity health worker in the team saw helping 
to put village development committees in touch 
with the available experts as an important part 
of their role. 


An unexpected hindrance to progress was 
when villages chose too few priority activities. 
While it might have seemed that by choosing 
only two or three priorities, it would have been 
possible to make more concentrated efforts, 
villages like Badundu which chose eight or nine 
activity areas, fared particularly well. The greater 
the assortment of tasks, the more possible it 
was to work on some aspect of one of many 
priorities. 


The community-determined health develop- 
ment process did not interfere with other vil- 
lage development activities. For example, the 
health and development education through the 
radio broadcasts continued as before. In fact, 
the information from these broadcasts allowed 
Nyakabale to start keeping guinea pigs, ducks, 
rabbits and chickens in order to meet a priority 
to increase the amount of meat in their diet. 
Sometimes, medical and veterinary experts 
were tempted to offer advice when problems 
arose. However, they decided that it was im- 
portant that the villagers felt they could rely on 
a number of sources for information rather 
than depending solely on this programme. The 
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scheme has worked well. By 1991, one in five 
of the families in Nyakabale were keeping 
small animals for eating. 


In the two years following the main study per- 
iod, there was amajor slowdown in the progress 
of activity in Boga. A facilitator replaced the 
study team at a time when the health pro- 
gramme had ceased to be active in the 
Collectivity Action Group. However, at the be- 
ginning of the fifth year, the villagers, health 
programme leaders and the Chief, all recog- 
nised this deterioration and since then have 
made a determined effort to improve the situ- 
ation. 


In 1991, a participatory evaluation was made 
and was able to report that many communities 
were getting on quietly and steadily. The Chief 
was continuing to organise meetings every 
Saturday morning and it was clear, from the 
progress made, that all villages were able to 
make their own plans and evaluations. How- 
ever, if the Boga programme and others like it 
were to be sustained, follow-up and active 
participation by resource groups and experts 
were going to be vital. 


Ten out of the 15 villages selected water supply as one of their 
priorities. Ee 


Let us have standpipes 
near to our home. 


Communities need to define their own priorities in 
order to determine health development for themselves. 


Could the Boga experience work elsewhere? 


The basic principle of people defining their own 
health needs and selecting their own priorities 
is one which is important for all primary health 
- Care programmes. Atthe Alma Ata conference 
in 1978, it was recommended that primary 
health care should be “shaped around the 
patterns of the population”. Because this rarely 
happens, even the best primary health care 
programmes do not meet the health needs of 
the community. 


The essential steps in the community-deter- 
mined health development process would prob- 
ably be similar anywhere, namely defining 
health, surveying health needs, selecting 
achievable goals, establishing strategies by 
which the goals would be met, working towards 


achieving the goals and regular evaluation. 
Decision-making would be made through al- 
ready existing structures and problem-solving 
would be through local initiatives with the help 
of local experts. 


In Boga, the process worked because it was 
built on the structure which existed in the 
Collectivity. This included taking advantage of 
the patterns of traditional authority, the charis- 
matic leadership of the Chief and the existence 
of experts and development programmes. How- 
ever, a different structure might provide an 
equally sound basis for the process elsewhere. 
Rather than imposing any set model of com- 
munity-determined health development, each 
situation must be carefully researched. 
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INTERVIEW 
Pat Nickson on training for the 
Community-Determined Health 
Development approach 


During a recent visit to the UK, Pat Nickson 
spoke to Contact’s editor about her new role as 
director of the Panafrican Institute of Commu- 
nity Health (IPASC)* in Zaire. 


Contact. What makes the curricula at IPASC 
different from other health training courses? 


Pat Nickson: All the courses at the institute 
encourage a move towards the ‘community- 
determined health development’ approach. In 
the past, primary health care training has often 
focused on vertical programmes, such as im- 
munization and family planning. When you 
_ take this approach, it is the health profession- 
als who dictate the health programme and set 
the rules of the health services rather than 
letting the community decide what are the 
priorities. 


Because of my background as a consultant 
with CMC, IPASC is able to take advantage of 
the unique relationship which exists between 
the church and the community to develop 
health programmes. Recent estimates sug- 
gest that more than 40% of health care in sub- 
Saharan Africa is provided by church-related 
projects, and the percentage is probably even 
higher in Zaire. We expect many of the partici- 
pants to be from non-governmental and church- 
related programmes. The course is in French 
and specifically orientated to the needs of 
francophone African countries. 


The first three-month course started in June 
1992. It is primarily for nurse-midwives who are 
in charge of health centres or rural, district- 


level health programmes. Twenty-two students, — 


including four from francophone African coun- 
tries outside Zaire, improved their technical 
knowledge of pediatric care, epidemiology, 
primary eye care and so on, and also learned 


*IPASC is an acronym for Institut Panafricain de Santé 
Communautaire, the name of the Institute in French. 


Pat Nickson 


to work with village committees to enable peo- 
ple to achieve their own priorities for better 
health. 


Contact: | understand that the idea of IPASC 
grew out of your work with the Christian Medi- 
cal Commission (CMC). 


Pat Nickson: Yes, part of my responsibility at 
CMC was to organise workshops for health 
professionals who wanted to act as facilitators 


for community participation in health develop- 


ment. The trouble was that we found it very 
difficult to provide follow-up support after train- 
ing. Students returned home to find their direc- 
tor, bishop or administrator either too busy 
involved in hospital work to consider other 
opportunities or simply unwilling to take the 
health programme into the community. 


Back in Boga, | talked to friends and colleagues 
about the possibility of starting an institute 
based in Zaire. While at CMC | had visited 
health programmes and churches in West Af- 
rica and realised that for all Zaire’s problems 
and poverty, the integration of church and 
government in providing health care, coupled 
with the Boga experience, offered an experi- 
ence which could usefully be shared with other 
francophone African countries. At IPASC, we 
have tried to recruit students from programmes 
with leaders who are sympathetic to the com- 
munity participation approach. We visit them 
three months after they return home to see 
how well they are managing to implement their 


plan of action. 
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Contact: Do some doctors in charge of gov- 


ernment, church-related and NGO health pro- 
grammes see this new approach as a threat? 


Pat Nickson: Yes, they do sometimes. The 
French-speaking, colonial background, in par- 
ticular, tends to teach doctors that they are the 
be all and end all of everything. What we are 
saying is that community health is more impor- 
tant than having a surgical speciality. A referral 
hospital is needed as back-up to every primary 
health care programme but efforts to improve 
health within the community must now be seen 
as the real challenge. Once the doctors begin 
to accept the new emphasis, they look around 
and find that nurses are running these commu- 
nity health programmes quite competently with- 
out them. This threatens the doctors’ views of 
themselves. 


It is also threatening for the mission hospitals 
because it brings up issues of injustice. There 
is a lot of inequity in pure curative care. Very 
busy church-related hospitals with high bed- 
occupancy and good quality care nevertheless 


know that an evaluation around the perimeter 
of that hospital would reveal that immediate 
neighbours to the hospital do not have access. 
This may be either because they are too poor 
to pay a hospital bill or because they feel 
uncomfortable in the hospital because of their 
old clothes and inability to read the signs to find 
their way aroud. The people who are coming to 
the hospital are the ones who can afford it. 


Contact: What are future plans for IPASC? 


Pat Nickson: Well, we are fully booked for the 
three-month, basic course in 1993. Teaching 
staff will include workers from Boga and five 
out of the 20 places will be for non-Zairians, 
mainly from francophone West African coun- ° 
tries. In 1994, the programme will be run in 
Benin but with some places kept for students 
from other francophone countries. Being mo- 
bile means keeping costs down. We will also 
be able to involve local people as facilitators in 
the programme as well as our own staff. By 
1995, we hope to start higher degrees. 
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USEFUL PUBLICATIONS 


Setting Up Community Health Programmes: 
A Practical Manual for Use in Developing 
Countries — 


As Ted Lankester; author of this manual, rightly 
affirms, “The title itself is rather provocative, as 
there is no one way to set up a health pro- 
gramme. Each community has its own specific 


need and solutions and no two programmes 


can ever be the same.” 


It is within this perspective that this compre- 
hensive and well-illustrated book attempts to 
present some practical ideas on setting up and 
running community-based health programmes. 
Specific emphasis is given to the consultation 
and active participation of the community, in all 
aspects of health programmes. The book fol- 


_ lows a logical progression with chapters on 


what should be done before a programme 
starts, raising health awareness, starting a 
programme, community surveying and diag- 
nosis, the role of community health workers 
and the practicalities of running particular pro- 
grammes. The final section on appropriate 
management covers various aspects of this 
subject, including evaluation, personnel man- 
agement and the community development 
approach to AIDS care. 


Especially written for health workers, nurses 
and doctors working in community health pro- 
grammes, we recommend it to all those in- 
volved in health care activities and eager to 
create a community-based approach to health 
development. The manual can be obtained 
from TALC (address at the bottom of the next 
review). The price of this manual is £5.95. 


Child-to-Child: A Resource Book 


Familiar to many of our readers, the Child-to- 
Child activity sheets have now been collected 
in one volume for easy reference. In addition, 
this newly published resource book contains 
many of the most important Child-to-Child pub- 
lications. It will be of considerable value to 
those wishing to develop appropriate pro- 


grammes in primary health care for children. 


Following an introduction to Child-to-Child, 
Section | of the book contains all the activity 
sheets as well as examples of how they have 
been used. Section II, “Approaches to Learn- 
ing and Teaching’ gives a detailed description 
of the Child-to-Child methodology, and Sec- 
tion Ill offers practical advice on how to plan 
and organise an evaluation involving the chil- 
dren themselves, and advice on how to run a 
workshop. 


We highly recommend this resource book which 
can be obtained from TALC at the price of 


- £6.50 (including postage and package) at the 


following address: 
Teaching Aids at Low Cost (TALC) 
226 Hatfield Road 
St. Albans 
Herts AL1 4LW 
United Kingdom. 


TALC produces a wide range of publications at 
very reasonable prices. A new list of TALC 
publications, with current prices, has been 
compiled and is available from the address 
shown above. 


Readers may also be interested to know that 
the publications of the World Health Organiza- 
tion (WHO) are available to purchasers in 
developing countries ata 30% reduction on the 
normal cover price. A catalogue of WHO pub- 
lications showing prices for readers in develop- 
ing countries is available from: 

Publications Department 

World Health Organization 

1211 Geneva 27 

Switzerland. 


Newsletters 


Health Action, published by the Appropriate 
Health Resources and Technologies Action 
Group (AHRTAG) 


Health Action is a quarterly newsletter that 
covers the key issues in management and 
practice of primary health care, highlighting the 
links between health and other aspects of 
development. It provides a new forum for dis- 
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cussion of the issues that affect the future 
implementation of primary health care - and 
the well-being of millions of people. 


Who is it for? ... all those who implement 
primary health care programmes or work in 


. Feedback and letters - a chance for you to air 
your views; 


. Challenge - in each issue we pose a question 
on a primary health care issue so that you can. 
tell us about your experiences. 


related fields. It will be useful to those involved 
in planning, supervision and training, particu- 
larly within health districts, as well as people in 
government or multilateral organisations who 
support those workers. 


What is it for? ... Health Action does not give 
oversimplified ‘recipes’ for action, but it does 
highlight the experiences of health workers 
who have tackled the challenges of implement- 
ing primary health care. Covering a different 
theme in each issue, it focuses in particular on 
organisation and management issues and the 
training of health personnel, with suggestions 
for a more rational use of resources. The most 
recent issue provided ideas for collection and 
use of information for primary health care. 
Future issues will cover making health centres 
responsive to local needs, workers’ health, and 
community development and health. | 


How much does it cost? ... If you live or work in 
a developing country, it is free. For other peo- 
ple, there is an annual subscription charge 
(details available from AHRTAG). 


To become a regular reader, please contact: 
Health Action 
AHRTAG 
1 London Bridge Street 
London SE1 9SG 
United Kingdom. 


Regular features include: 


. Combating inequality - focusing on the opin- 
ions and experiences of people who are chal- 
lenging inequalities in health and society; 


. Reviews and Resources - a useful page of 
information about publications, videos, confer- 
ences and courses; 
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